of its general topography, or of the changes that may occur in the position of its different parts under various physiological conditions.
One of the most obvious functions of the pelvic floor is that of supporting the superimposed viscera. This is especially the case in the human subject, for the weight of the abdominal viscera, which in most mammals is largely borne by the ventral wall of the abdomen, tends to become transferred, with the assumption of the erect posture, from this wall to the pelvic floor. The pelvic floor is not, however, merely an organ of support, since it contains canals by means of which the urinary, genital, and alimentary tracts communicate with the exterior, and through which the contents of the bladder, uterus, and rectum can pass to the exterior. In the process of parturition the floor must be capable of very great displacement, as the diameters of the foetal head are nearly equal to those of the pelvic outlet.
In this paper the term " pelvic floor" includes not merely its muscular diaphragm, but the whole of the soft structures that close the inferior outlet of the female pelvis. It is composed of skin, mucous membrane, fasciae, muscles, and fat, arranged in such a manner as to form a thick and tolerably compact mass. There is no difficulty in defining the lower limit of the pelvic floor, as all will readily admit that this is formed by the skin. With the upper boundary the case is different, since here the difficulty is to determine whether certain organs, which are connected with the pelvic floor, ought to be considered as entering into In the first section (see Fig. 2 ) we saw that the pelvic fascia passed uninterruptedly across the pelvis from one side to the other, and formed a well-defined upper boundary to the pelvic floor. This is not the case in this section, since the direct continuity of the fascise on the two sides is interrupted by the presence of the bladder and vagina. The layer of fascia attached externally to the parietal or obturator fascia, and going downwards and inwards on the inner aspect of the levator ani, becomes connected with the bladder at the side of its base, and is often called the lateral true ligament of the bladder. This ligament is connected with one layer of fascia running upwards and outwards on the side of the bladder, and with another, which goes downwards and inwards on the inner side of the levator ani, passing close to the lateral angle of the vagina and becoming lost in the perineal body.
There is no distinct sheet of fascia passing inwards between the bladder and vagina, but these organs are connected by loose cellular tissue. The posterior vaginal wall is closely adherent to and may be said to form part of the perineal body. In this position I am inclined to regard the floor as bounded above by the fascia, covering the inner aspect of the levator ani, and by the posterior vaginal wall.
The anterior vaginal wall might be included in the floor, still I prefer to consider the portions of the anterior vaginal wall and the base of the bladder exposed in this section as being immediately above the floor, but attached to it at the urethro-vaginal septum (see Fig. 1 ).
The third section is about half an inch behind that just described. In it the osseous pelvis is cut about 1| inches behind the anterior superior iliac spines, just posterior to the acetabula and at the back part of the ischial tuberosities. Fig. 4 is a drawing of part of the posterior aspect of No. 3 slab, that is the anterior of the two surfaces exposed by the third section. The structures represented are the vagina, the rectum, the anal canal, the sphincters of the anus, and the levatores ani.
It will be seen that the lateral walls of the anal canal are in contact.
The muscles lying at the sides of this canal are the two sphincters and the pubo-coccygeus portion of the levatores ani. External to these structures the pelvic floor is formed by a thin layer of muscular fibres, i.e., the obturator-coccygeus (Savage) part of levator ani. Above these fibres is a layer of the recto-vesical Fig. 4 fascia, and below them the anal fascia and the fat of the ischiorectal fossa.
The fourth section through this pelvis is not parallel with the third section, the slab between them being much thicker above than below (see Fig. 1 ). Most of the important points connected with the anatomy of the female pelvic floor will be found to have been alluded to in connexion with the account of the series of sections just described. Some of these, however, have only been incidentally mentioned, and will now be considered more fully.
In the mesial plane the pelvic floor is, as a rule, about an inch thick. At the sides it varies in different situations, but it is always thicker than in the middle line, and near the lateral wall of the pelvis is generally from two to three inches in thickness.
Its comparative thinness in the middle line is partly due to its upper surface being generally concave from side to side, but it is mainly owing to the presence of a median fissure on the under surface extending from the front of the pubes, below the mons veneris, backwards as far as the posterior aspect of the coccyx. The lateral walls of this median depression are formed mainly by skin, and their degree of apposition depends largely upon the position of the thighs, whether abducted or adducted. In front of the perineal body and between the labia majora this median fissure is known as the pudendal or vulval cleft, while behind it forms the natal cleft, being situated between the two nates. The vulval cleft opens below between the labia majora. It is bounded above in the middle line (see Fig. 1 ) by the glans clitoridis with its prepuce, by the tissue between the glans and the orifice of the urethra, and by the lower edge of the urethro-vaginal septum. In front of this septum is the orifice of the urethra and behind it the entrance to the vagina. The posterior boundary is the anterior aspect of the perineal body, the lower part of which, on lateral traction, presents a transverse fold?the fourchette. The depression above the fourchette and below the entrance to the vagina is known as the fossa navicularis.
On Fig. 2 shows that external to the integument these walls are composed mainly of fat, which, however, is traversed by a number of fibrous and elastic bundles. At the sides of the upper part of the cleft the vestibular bulbs intervene between the mucous membrane and the fat (see Fig. 2 ).
In addition to the vulval and natal clefts there are three slits in the pelvic floor, viz., the urethra, the vagina, and the anal canal.
The two former open below into the vulval cleft, and the latter into the natal cleft.
The urethra is a small transverse fissure which does not to anyappreciable extent weaken the floor. The vagina in the greater part of its extent is in the form of a transverse slit, so that its walls are anterior and posterior, and lie in close apposition. In the female pelvis, described in this paper, the breadth of the vagina was 1\ inches a little below the middle of its length, and f of an inch nearer the os uteri externum it was a trifle narrower. Its anterior and posterior walls are described as triangular, with the base upwards and the apex at the introitus. It must be remembered, however, that the apex is very blunt, and that the diminution in the transverse diameter of the vagina near its lower end is to a great extent compensated for by certain foldings of the vaginal walls in this situation. The vaginal slit is undoubtedly the main source of weakness in the female pelvic floor. Owing, however, to the fact that it passes very obliquely from below upwards and backwards, the general effect of the intra-abdominal pressure is to press its anterior wall against the posterior (Hart). Only about the lower half of the vagina is in the pelvic floor, the upper portion being above the floor. The anal canal is an antero-posterior slit situated between the perineal and ano-coccygeal bodies. It is about an inch in length, and cuts the pelvic floor at nearly a right angle to its anteroposterior axis. This axis in the posterior part of the floor is directed forwards and downwards, while the anus runs downwards and backwards. Intra-abdominal pressure, therefore, will tend to open rather than close this canal. This source of weakness in the pelvic floor is compensated for by the relation of the lower end of the rectum to the anus, and by the presence of powerful sphincter muscles. The anal canal is normally merely an antero-posterior slit, while the lower end of the rectum has a distinct transverse diameter, so that the anterior rectal wall or the contents of the lower end of the rectum will be supported by the tissues at the sides of the canal.
In the mesial plane the pelvic floor is formed from before backwards by the anterior urethral wall and the tissue connecting it with the lower part of the pubic symphysis, by the urethro-vaginal septum, by the perineal body, and by the ano-coccygeal body.
Mesial sections are not well adapted for displaying the connexions of the anterior part of the pelvic floor with the anterior wall of the pelvis, as the pubo-vesical and triangular ligaments are not so well developed in the mesial plane as they are a short distance on either side of that plane.
The upper limit of the pelvic floor can easily be defined and separated from the pelvic viscera, both in front and behind. Thus from the pubes backwards nearly to the urethral orifice the floor is bounded above by the pelvic fascia, which is separated from the bladder by loose fat and areolar tissue. Again, from the coccyx forwards, nearly as far as the anal canal, the rectum is separated from the floor by loose cellular tissue and fat. Between these points, however, the attachment of the pelvic viscera to the floor is more intimate. Thus in a mesial section the anterior urethral wall is seen to be continuous with the anterior wall of the bladder.
Behind the urethra the firm mass of tissue forming the urethrovaginal septum is continuous above with the base of the bladder and with the upper part of the anterior vaginal wall. The perineal body in a similar manner is connected above with the upper part of the posterior vaginal wall and the anterior rectal wall, while behind the anal canal the posterior wall of the lower end of the rectum is continuous with the anterior part of the ano-coccygeal body. Between the lateral wall of the pelvis and the bladder, vagina, and rectum, the pelvic floor is limited above by the layer of pelvic fascia stretching from the side wall of the pelvis to the above-mentioned viscera.
The most important muscles in the pelvic floor are the levatores ani, but the accounts of their arrangement and functions will be found to differ greatly. Savage1 divides each levator into two portions, which he names the pubo-coccygeus and the obturatorcoccygeus. I believe that these two portions differ not only in their arrangement but also in their function. The pubo-coccygeus arises from the posterior surface of the pubis and the posterior layer of the triangular ligament. Its fibres pass backwards on the side of the lower part of the vagina, and on the side of the anal canal to the last two pieces of the coccyx. A few of its innermost fibres turn inwards in the perineal body in front of the internal sphincter of the anus. Behind the anus, and in front of the coccyx, there is a partial blending of fibres of opposite sides in the middle line.
The pubo-coccygei act as sphincters of the lower part of the vagina and of the anal canal, but they cannot compress the upper part of the vagina nor the rectum. They also draw upwards and forwards the perineal body and coccyx.
The obturator-coccygeus consists of those fibres of the levator ani that arise from the pelvic fascia between the pubis and the ischial spine. Its fibres run backwards and inwards to the coccyx. These fibres have no direct action upon any of the pelvic viscera. They constitute a thin layer of fibres, which, in addition to raising the coccyx, can elevate the pelvic floor a little after it has been depressed.
The sphincters of the anus are shown in Fig. 4 , and do not call for any special notice.
The bulbo-cavernosus seen in Fig. 2 It should be noticed that Dr Hart puts the bladder in the pubic segment. This organ is undoubtedly loosely connected with the anterior wall of the pelvis, and his description would be correct were the bladder the only structure forming the pubic segment.
I do not consider it a part of the floor, but even though it be regarded as such, Dr Hart's description is not applicable to the part of the pubic segment situated below the bladder.
Dr Hart has further endeavoured to show that during labour, when the pelvic floor is opened up for the passage of the child through it, the pubic segment is drawn upwards, and the sacral pushed downwards and backwards. He compares the process to passing through two swinging bank-doors.
" One half is pulled towards the passenger, the other is pulled from him." In a Society such as this, I am reluctant to venture an opinion on a subject regarding which I have no clinical experience. As, however, Dr Hart bases his very ingenious theory largely upon Braune's section of a woman in labour, I may be permitted to state that Braune's drawing does not appear to me to warrant the deductions Hart has drawn from it. The plate (see Fig. 6 ) seems to me to show that the pubic segment (/) is pushed downwards and forwards under the pubic arch. The urethra may be somewhat 
